HEALTH CARE RESEARCH AND IMPROVEMENT

Health care quality improvement in Mexico:
challenges, opportunities, and progress

ENRIQUE RUELAS, MD

he health care quality improvement effort is a
international: all nations seek to apply new
knowledge and new technology for the
health of their populations. However, the environ-
ment within which this effort takes place differs re-
markably. In Mexico, for example, total expenditure
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on health care is only 5.6% of the gross national prod-
uct—compared with about 15% in the USA, 11% or
12% in Canada, and an average of 6.1% in the Latin
Anmerican countries. Further, 52% of Mexican health
care expenditures are out of pocket in a country
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where poverty is prevalent and many people post-
pone care. b

Structurally, the health care system in Mexico is
public and private. Mexico has 4000 hospitals. The
1000 public hospitals have 75% of the beds; 90% of
the 3000 private hospitals have <20 beds, often as few
as <5 beds. In fact, some “private hospitals” can hardly
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be considered hospitals at all, since they have no labo-

ratories, radiography equipment, or even nurses. The

system also includes 20,000 primary care facilities.
As soon as President Vicente Fox began his ad-
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ministration in December 2000, government leaders
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began working on a national strategy for improving
health care. In this article, I discuss the health care
challenges, the objectives of this particular strategy,
and the progress made to date.

HEALTH CARE CHALLENGES

Equity is one of the 3 main challenges faced in the Mexican
health care system. In Mexico, 40 million people have incomes
below the poverty line, and most of them are very, very poor. In
contrast, maybe 2% of the population is rich, so the gap is enor-
mous. If one child is born in the native Indian part of the state
of Chihuahua and another is born the same day in Monterey,
those children immediately face inequities: the child born in
Monterey has a 17-year longer life expectancy.

Based on high out-of-pocket expenditures and the prevalence
of poverty, financial protection is another major challenge. Each
year, around 3 million people in Mexico face catastrophic ex-
penses due to major illnesses or injuries.

Finally, quality is a challenge. According to several surveys,
the population perceives the quality of health care as being very
low in both the public and private sectors. In 1994, 44% of sur-
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Figure 1. Level of technical quality measured in facilities of the Mexican Secretary of Health in
32 states, 1997 to 2000. (a) Hospitals: n = 288, mean = 64, standard deviation = 8. (b) Primary
care centers: n = 3047, mean = 52, standard deviation = 11. Data not shown for states 7, 9,14,
and 20. Source: Ministry of Health. Continuous Quality Improvement Program in Health Care.

vey respondents rated quality as the major health care problem,
followed by insufficient resources (30%), limited access (11%),
and high costs (9%) (1). Interestingly, when the survey was re-
done in 2000, cost exceeded quality as the major problem cited
due to the economic problems the country faced in 1995. Nev-
ertheless, with cost related to access, quality remains the num-
ber one issue when it comes to provision of health care services.
Further, when 1304 citizens were asked if various public services
were good or excellent, only 37% gave these ratings to health
services. Health services received ratings higher than only one
other department, police; ratings were lower than those of pub-

From the Undersecretary of Health, Mexico City, Mexico.

Corresponding author: Enrique Ruelas, MD, Undersecretary for Innovation and
Quality, Secretary of Health of Mexico, Lieja 7, 1er. piso, Col. Juarez 06696, Mexico
D.F.

319



lic schools, water and sewage services, telephone services, and
public transportation (2).

When technical quality is measured as an index based on
several structure and process indicators, variations exist not only
between states but also within states (Figure 1). Such variation
implies that it is a matter of luck whether Mexicans receive good
quality care. It depends on which state they live in, which hos-
pital they go to, and even what time they arrive. In addition, the
average level of quality is very low. Such results apply to more
than just facilities of the Secretary of Health. From 1999 to 2001,
492 hospitals of different types were assessed for accreditation,
and the trend of variation continued.

THE NATIONAL HEALTH PROGRAM
To address the three challenges, the National Health Pro-
gram was developed. This program has the following objectives:
¢ To diminish inequalities in health (3 corresponding strate-
gies)
¢ To ensure fair financing (1 corresponding strategy)
e To strengthen the health care system (5 corresponding strat-
egies)
¢ To improve the health status and to improve responsiveness

(1 corresponding strategy: the National Crusade for Quality

in Health Care)

The governmental division that I lead, called the Under-
secretary for Innovation and Quality, is responsible for all the
objectives. This undersecretary division is one of 4; the other 3
deal with finance and administration; relationships with other
public health care providers, congress, and state governments;
and health promotion and disease control. Within the Under-
secretary for Quality and Innovation, there are 3 branches: Qual-
ity and Education, Equity and Development, and Financial
Protection. The undersecretary employs 1000 workers at the
central level in Mexico City, 7000 workers in the states, and
14,000 interns and residents.

I now wish to focus on the quality crusade. The term “cru-
sade” was chosen because its meaning incorporates the elements
of vigor and a concerted action. Joint action is critical: the prob-
lem concerns not only the Secretary of Health or the private
sector, but the entire country. To date, 4 public entities and about
20 private entities (including national academies, associations,
and educational organizations) have joined the crusade. The idea
is to get the ownership of all involved so that the crusade charges
forward regardless of government support.

The crusade’s general objectives are to improve the quality
of care, to substantially decrease variations throughout the sys-
tem, and to improve perceptions; these objectives are focused on
the users, the health care organizations, the health care system
as a whole, and the general population. Social endorsement of
efforts is key.

A smile was chosen as a visual image of the crusade for a num-
ber of reasons. First, the “RIA” of its Spanish term, sonria (smile),
becomes an acronym for the objectives of responsiveness and
improving health status: respect (respeto), information (infor-
macién), and kindness (amabilidad) for improving responsive-
ness, and outcomes (resultados), indicators (indicadores), and
effective care (atencién medica effectiva) for improving health
status. Dimensions are called the “3 Es”: effective, efficient, ethi-
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cal, and safe. Second, the smile image itself is significant. We
want to see smiles from consumers and from providers. Achiev-
ing actual smiles will be tough, because resources and cultural
changes are needed. The crusade is a long-term effort, but it must
be started right away. What was done in the past lacked coordi-
nation and continuity.

The crusade has a long-term vision (for 2025) and a short-
term vision (for 2006). By 2006, the crusade hopes to achieve
explicit recognition of quality within the culture of health care
organizations and evidence of improvement throughout the
country that is clearly perceived by users, providers, and the
entire population. In addition, the crusade has 3 strategies. The
first is a thrust to change. New paradigms need to be developed
and new work environments created. Continuous learning is a
part of this, so it is another strategy. All efforts must be sustained
over time, so sustainability is the third strategy. Seventy lines of
action are associated with these strategies. They can be summa-
rized in the following 10 overarching efforts:

e Codes of ethics

¢ Education for and of quality

¢ Information towards and from the users, on and for improve-
ment
Continuous quality improvement processes
Incentives
Process standardization and monitoring
Outcome monitoring
Accreditation of institutions and certification of providers
Regulation
Social participation
All participating institutions have identified 50 outcome
measures that they would like to see assessed. Some of these were
chosen for immediate testing, as discussed in the next section.

PROGRESS

Progress has already been made on several of the lines of ac-
tion. For example, a nursing code of ethics has been developed
and incorporated into hospitals and nursing schools. The pa-
tients’ rights element of a physician code of ethics has been pre-
pared. An agreement has been made with the Mexican
Association of Schools of Medicine: the Secretary of Health
hospitals will no longer accept students from schools that are not
accredited; neither will students be allowed to have internships
in hospitals that are not accredited. Similar arrangements will
be made with nursing schools and dental schools. Accreditation
in Mexico is relatively new; hospitals have been accredited for
4 years and medical schools for 8 years.

Beyond this, several indicators have been measured. Results
tabulated from 2750 primary care units and 250 hospitals (about
25% of public-sector entities) in 29 of 31 states showed that
waiting times in primary care and emergency services declined
an average of 8 minutes, with patient satisfaction with waiting
improved to an average of 85%j; and better information was pro-
vided to patients on diagnosis, prognosis, and treatment, with
90% reporting satisfaction with the information provided (Fig-
ure 2). However, another indicator—satisfaction with the drugs
provided and percentage of drugs provided according to prescrip-
tion—did not show much improvement. These indicators were
chosen because they were specifically listed as concerns of the
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Figure 2. Results in (a) hospitals and (b) primary care centers on quality indicators measured in the first phase of

the crusade.

population. They were also considered relatively easy to measure
at a time when providers needed to learn how to measure.
There have been some doubts about the reliability of data
collected. The data on waiting times agree with data on satis-
faction with waiting times, offering a type of internal verifica-
tion. On the other hand, it is surprising that satisfaction with
information provided to patients should be as high as it appears.
Progress is also shown in results of a patient survey and pro-
vider survey conducted in May 2001. A total of 81% of patients
and 78% of providers indicated that they thought the crusade
would lead to much better or better quality of care. Thus, expec-
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tations are very high. Another survey asked patients in what
aspects they have noted change: 48% cited kinder health care
personnel, 15%, better organization; 12%, better schedules for
appointments; 11%, better facility maintenance; and 7%, a
cleaner facility. Interestingly, respondents mentioned areas that
weren’t even being addressed in the crusade, such as appointment
schedules and facility maintenance. Perhaps when patients are
treated better, they begin to view other aspects of health care
more favorably as well. A final survey conducted on behalf of the
Office of the President of Mexico asked citizens if the quality of
care was better compared with the previous trimester. Between
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16% and 31% of respondents had indicated some improvements
in the 3 trimesters of 2001 with regard to waiting time, kindness
from physicians and nurses, kindness from administrative person-
nel, supply of drugs, conditions of facilities, and availability of
medical equipment.

The undersecretary plans to address additional indicators
related to prenatal care, management of diabetes in primary care,
management of diarrhea in children under 5 years of age in pri-
mary care, management of respiratory infections in children
under 5 years of age in primary care, delivery care, and hospital
infection rate.

Although quality and satisfaction are low in some instances,
they are improving. A long period of time will be needed to make
the necessary improvements and restore the confidence of the
population. The crusade is an important step in this direction.

1. Fundacién Mexicana para la Salud. Population Satisfaction National Sur-
vey, 1994.

2. FUNSALUD. Public opinion about health care services in Mexico, August
2000.
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Shared border, shared challenges

nrique Ruelas, MD, Undersecretary for Innovation and

Quality for Mexico, describes Mexico’s efforts to address

challenges in quality of care. Noting at the outset that
Mexico spends a significantly lower percentage of its gross do-
mestic product on health care, he presents an overview of the
crusade for quality. The crusade, a partnership between the public
and private sectors, is systematically taking steps to identify and
address problems in quality identified by patients and providers.
As Mexico’s northern neighbor, the USA also confronts com-
parable challenges, despite spending a substantially higher pro-
portion of its gross domestic product on the health care sector.
This commentary reviews current efforts to address strikingly
similar problems to the north.

US HEALTH CARE

Health care delivery is provided by a mix of public and pri-
vate financing, although the delivery of services is largely, but
not exclusively, private. Approximately 16% of Americans have
no insurance, and equity also represents a critical challenge: a
recent report from the Institute of Medicine confirms the exist-
ence and extent of disparities in health care associated with race
and ethnicity (1). These findings are particularly disturbing in
the face of an increasingly diverse population. Dissatisfied with
pressures to limit time with patients, some physicians and health
care systems have established special programs for individuals
willing and able to pay more for more attention. “Boutique” or
“concierge” medicine has inspired extensive debates within the
profession and may further exacerbate current inequities (2).

THE QUALITY CHALLENGE: CURRENT RESPONSES

Joint efforts between the public and private sectors to assess
and improve health care quality, such as assessment of clinical
performance by states and through accreditation of health plans
(3), have resulted in steady, albeit incremental, improvements.
However, results of numerous surveys indicate that Americans
perceive ample opportunities for improving health care quality.
These beliefs have been corroborated by a stunning Institute of
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Medicine report published in 2001 that describes not a gap but
a “chasm” between the quality of care that could be provided to
Americans and that which is provided (4).

The Agency for Healthcare Research and Quality (AHRQ),
adivision of the US Department of Health and Human Services,
is charged with leading federal efforts to assess and improve qual-
ity of care. In late 1999, AHRQ received a congressional man-
date to produce annual reports to the nation on health care
quality and prevailing disparities in health care delivery. The
National Healthcare Quality Report (NHQR) will include a
broad set of performance measures that will be used to monitor
the nation’s progress toward improved health care quality. The
National Healthcare Disparities Report (NHDR) will describe
disparities in health care associated with race, ethnicity, gender,
age, income, geography, and the existence of disability and
chronic illness. Both reports are intended to serve a number of
purposes, such as 1) demonstrating the validity of concerns re-
garding quality and disparities in health care; 2) documenting
whether quality and disparities in care are stable, improving, or
declining over time; and 3) providing national benchmarks
against which specific states, health plans, and providers can
compare their performance. The first reports are due to congress
in fiscal year 2003 and annually thereafter.

AHRQ commissioned studies by the Institute of Medicine
to work on a conceptual framework for the NHQR and NHDR.
Comprised of national leaders in the fields, both committees
have heard testimony from a wide variety of groups, including
the National Forum for Healthcare Quality Measurement and
Reporting, Foundation for Accountability, National Committee
for Quality Assurance, Joint Commission on Accreditation of
Healthcare Organizations, leading academic researchers, inter-
national experts, and the public. The NHRQ) committee has
completed its work and recommended a conceptual framework
that includes both dimensions of care (e.g., safety, effectiveness,
patient centeredness, timeliness, equity) and patient needs (e.g.,
staying healthy, getting better, living with illness or disability,
coping with the end of life) (5). The NHDR committee is ex-
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